M. G., FEMALE, aged 23. Patient" fell down" in a seizure or faint while at work in February, 1919. Afterwards she had an illness thought to be influenza. After the illness she was troubled with "hot sweats" affecting the left shoulder and left side of neck and head. Later she noticed weakness of the left hand while at work. In February, 1922, the right leg began to feel stiff and she had a sensation of cold waves passing up and down this limb.
On examination it is found that the left pupil is greater and the left palpebral fissure smaller than on the right side. There is no nystagmus. There is partial loss of pain sense and of appreciation of cold over the left half of the forehead and over the lateral part of the left cheek. The left arm is weak, particularly in the hand grasp; the thenar and hypothenar eminences are wasted. The deep reflexes are absent in the left arm. The right arm shows no weakness or wasting. Both lower limbs are spastic, right more than the left. The knee-and ankle-jerks are exaggerated and ankle clonus is present. Both plantar reflexes are extensive. There is loss of tactile sensibility only over the outer side of the right leg. Pain sense is lost over both arms and both shoulders, and is impaired all down the right side of the trunk and over the whole of the right lower limb; on the left side of the body there is a similar impairment down to the lower border of the fourth dorsal segment both in at SAGE Publications on June 21, 2016 jrs.sagepub.com Downloaded from front and behind. Recognition of heat is completely lost over the whole of the right half of the body (except the face), and over the left arm and left side of the trunk down to the level of the tenth dorsal segment. Loss of recognition of cold corresponds almost exactly in its distribution to the impairment of sensibility to pain. Case for Diagnosis. By C. M. HINDS HOWELL, M.D.
(Shown by J. P. MARTIN, M.D.) G. S., MALE. History: In October, 1922, eight weeks before admission to hospital, patient's legs became weak while he was out walking; for about a week before that he had been losing the grip in the left hand and the left arm used to hang limply. Since the day when his legs gave way he has become steadily weaker and he has been aware of flickering in the muscles of his thighs. Since admission the right arm has become weak and he has become incontinent of urine and faces. His neck has become stiff and it is painful when moved.
Examination: Left pupil slightly smaller than right. Fibrillation present in tongue. Complete flaccid palsy of left arm. Right arm becoming rapidly weaker. Abdominal and chest muscles weak; diaphragm does not seem to be acting. Left lower limb weaker than right. Fibrillation in muscles nearly all over the body, but especially in the thighs; wasting most pronounced in the muscles of the back and in the left lower limb. Sensory loss variable; fairly complete in both arms, less complete on chest with a level at the angle of the sternum. Sensory loss on the lower limbs much less than on the upper; right lower limb more affected than left. Reflexes: Knee-jerks brisk: plantars extensor.
DISCUSSION. Dr. MARTIN added that most of the signs presented by this case suggested the diagnosis of compression of the cervical region of the cord by a tumour. But this would not explain the fibrillation which was present. X-rays showed erosion of the second cervical vertebra and some shadows suggesting an intrathoracic tumour. As the condition was rapidly progressive he considered that it was probably due to a diffuse sarcomatous or gliomatous invasion of the spinal cord. The cerebro-spinal fluid contained 01 per cent. protein.
Dr. WILFRED HARRIS (President) described a somewhat similar case, with total paralysis and anesthesia of the right arm and partial paraplegia, in which he had advised operation. The surgeon found no tumnour but noted no pulsations of the cord or dura mater. He therefore explored upwards under the laminal arches and came against a resistant mass. When he tried to break through this there was a gush of blood which proved, post mortem, to have come from an aneurysm of the posterior inferior cerebellar artery.
Dr. JAMES TAYLOR said that he had seen a similar case, which also presented the symptomii of fibrillation of muscles, and which proved to be due to gliomatosis of the cord. Dr. G. RIDDOCH described a case of quadriplegia, with signs of spinal compression and multiple root lesions but with few sensory alterations, due to sarcomatosis of the meninges. The cerebro-spinal fluid in this case was yellow and very highly albuminoils and contained many tumour cells some of which showed mitotic figures.
